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E X E C U T I V E  S U M M A R Y  

The 2007 Managed Risk Medical Insurance Board (MRMIB) Rural Health Demonstration 
Projects (RHDP) Fact Book describes the history, funding, strategies, project solicitation, 
evaluation, and project outcomes for the RHDP. Data from monitoring reports, the 
Healthy Families Program (HFP) enrollment database, participating plan partners, and 
clinic/provider information are the sources of information used in the RHDP Fact Book.  
 
Purpose of the RHDP 
 
The purpose of the RHPD is to fund collaborative health care networks participating in 
the HFP to: 
 
1. Alleviate unique access problems to health, dental and vision care for HFP 

members living in rural communities, and    
 
2. Address unique access problems to health, dental and vision care by special 

populations (children of migrant and seasonal farm workers, fishing and forestry 
workers and American Indians).    Projects addressing the access problems of 
special populations can be located in both rural and urban areas. 

 
The RHDP is designed to meet two goals:  
 
1. To increase access to health care for HFP enrolled children, and  
 
2. To provide short-term funding for projects that has the potential to be self-

sustaining in the future.  
 
RHDP Projects 
 
1. Two hundred and ninety-five (295) projects have been funded through the RHDP 

since state fiscal year (SFY) 1998-1999.  Projects have been grouped into eight major 
categories:  

 
 Extended/Additional Provider Hours 
 Mobile Dental and Health Vans 
 Increase Available Providers 
 Rate Enhancements 
 Telemedicine 
 Mental Health and Substance Abuse Services 
 Nutrition/Obesity Prevention, and 
 Asthma Intervention.   
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 2. Key Findings 
 

Key findings include:  
 

 Sustainability A substantial number of projects have been able to continue 
operations past the point of RHDP funding. The categories of projects with the 
percentages of projects continuing to operate include:  

 
RHDP Category Percent of Projects Continuing Operation 
Extended Provider Hours 68% 
Mobile Dental and Health Vans 88% 
Additional Provider 69% 
Telemedicine 75% 
Nutrition and Obesity Prevention  

  

Chart A shows the sustainability of projects funded by the RHDP  

 

Chart A 

Sustainability 1998-2006
(Total projects 295, 68% remained operational))
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 Positive Outcomes     Several positive outcomes have been noted in the rural 
areas of California as a result of the RHDP, including: 

 
 Increase in patient visits 
 Reduction in after-hours emergency room visits 
 Improved access to specialty care 
 More timely diagnosis and treatment 
 Less subscriber travel to specialty centers 
 Greater collaboration between physicians 
 Increased access to:  
o Mental health and substance abuse services 
o Nutritional counseling and obesity prevention services 
o Individualized patient and parent asthma prevention education 
o Dental screening and treatment 

 
 

H I S T O R Y  O F  T H E  R U R A L  H E A L T H  D E M O N S T R A T I O N  P R O J E C T S  

LEGISLATION 
 
The Healthy Families Program (HFP) was enacted by Assembly Bill 1126, Chapter 623, 
Statutes of 1997. The legislature authorized the Department of Health Services (DHS), the 
MRMIB, the County Medical Services Program Board, and the Rural Health Policy 
Council, to develop and administer demonstration project programs in rural areas and 
to focus on areas that contained a significant level of uninsured children, including 
seasonal and migratory workers’ children.  The demonstration projects could not be 
implemented until there was approval and funding by the federal government and the 
legislation was to become inoperative on July 1, 2003. 
  
A State Plan Amendment (SPA) requesting funding for the RHDP was approved by the 
federal government in December 1999.    
 
AB 1762, Chapter 230, Statutes of 2003 removed the 2003 ending date of the HFP and 
the RHDP. 
  
RHDP FUNDING  

 
Funding for the RHDP is allocated annually by the California Legislature and the 
Governor as part of the State Budget process.  A corresponding federal government 
funding match is provided through the federal State Children’s Health Insurance 
Program (SCHIP) under Title XXI of the Social Security Act.  The state/federal funding for 
the RHDP is approximated thirty-five percent (35%) state funds and sixty-five percent 
(65%) federal funds.   The history of the RHDP has shown that the volume of proposed 
projects always exceeds the amount of funding received by MRMIB. 
 
Chart B illustrates the funding sources for the RHDP. 
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CHART B 

RHDP Funding Sources Breakdown

35.0%

65.0%

State Funds
Federal Funds

 
There has been strong support from the Governor and the Legislature for the RHDP and 
its funding.  The following highlights some of the different state fiscal year (SFY) funding 
that has been provided to the RHDP. 
 
SFY 1999-2000 
 
The 1999-00 Budget provided an augmentation to the Healthy Families Budget that 
allocated $6 million to the RHDP with $2.038 million coming from the General Fund and 
$3.962 million coming from SCHIP Title XXI funds.  The augmentation was for the 
development and enhancement of existing health care delivery networks through 
contract amendments with participating HFP health, dental and vision plans.  This 
augmentation addressed geographic access barriers and access barriers for special 
population subscribers enrolled in the HFP.    
 
SFY 2003-2004 
 
Budgetary constraints led to the 2003-04 budget reducing the allocation to $2.877 
million, using $1.047 million from the Cigarette and Tobacco Products Surtax Fund 
(Proposition 99), with the remaining funding coming from SCHIP Title XXI funds.   
 
SFY 2004-2005 
 
The 2003-2004 budget allocation of $2.877 million was continued in the 2004-05 Budget.   
 
SFY 2006-present 
 
The Legislature provided an augmentation of $2.877 million in the 2005-06 Budget 

7

 



 

which brought the allocation for the RHDP to $5.75 million.  This augmentation for the 
RHDP was continued in the 2006-07 budget and is currently part of the base funding for 
the Healthy Families Program.   
 
PLAN AND PROVIDER PARTICIPATION 

PLAN PARTICIPATION 
 
All health, dental, and vision plans participating in the Healthy Families Program (HFP) 
are eligible to participate in the RHDP.   Six health plans and three dental plans have 
participated in the RHDP. 
 
The health plans are: 
  

 Blue Cross of California 
 

 Inland Empire Health Plan  
 

 Health Net of California 
 

 Santa Barbara Regional Health Authority  
 

 Health Plan of San Joaquin 
 

 Sharp Health Plan  
 
The dental plans are:  
 

 Access Dental 
 

 Premier Access  
 

 Delta Dental  
 
PROVIDER PARTICIPATION 
 
The RHDP would not be successful without the participation of the providers and their 
diligence in providing quality medical and dental care to HFP children.   The providers: 
 

 Know their communities; 
 

 Live in the rural areas they serve;  
 

 Understand the geographic isolation of their areas and the challenges that HFP 
families face in obtaining health and dental care in their communities; 

 
 Observe first hand the disparities in health and dental care among minorities; and 

8

 



 

 
 Analyze the need of HFP subscribers and based on that analysis: 

 Develop the RHDP proposals,  
 Plan the design of the projects, and  
 Implement the projects.  

 
RHDP STRATEGIES  

The RHDP has increased access to health, dental, and vision care since its inception in 
FY 1998-99 through the implementation of the Geographic Access and the Special 
Populations Strategies.    
 
Geographic Access projects are used to address the lack of health care services in 
rural geographic areas of California. 
 
Geographic Access projects must be located in a Rural MSSA as established by the 
Office of Statewide Health Planning and Development.  A MSSA is defined as an area 
with a population density of less than 250 people per square mile and no town of more 
than 50,000 people within the boundaries of the area.  Chart C shows California’s rural 
MSSAs though the use of the California Medical Service Study Areas (MSSA) Map.  
 
Special Populations projects are used to address unique access problems of special 
populations (children of migrant and seasonal farm workers, fishing and forestry workers 
and American Indians). 
 
There are over 2 million farm workers living and working in California. Most of the farm 
workers live and work in the San Joaquin Valley with Fresno having the highest number 
of farm workers of all California counties. There are 313,642 American Indians living in 
California, according to the latest census figures. Approximately 50 percent of the 
American Indian population is affiliated with one of the 102 federally recognized Indian 
tribes in California and the other 50 percent are Urban Indians. There is no available 
data currently regarding the fishing and forestry population.   
 
Special Population projects can be located wherever there is a need to address unique 
access problems for the Special Populations groups. The projects can be located in 
both rural and urban areas.  Chart D shows the counties benefiting from Geographic 
Access (GA) and Special Populations (SP) projects in the current fiscal year (2006-07).  
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Chart C 

 
California Medical Service Study Areas Map 
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Chart D 
 

RHDP Geographic Access and Special Populations Projects Map 

 

  

Legend:  

BC=Blue Cross, DD=Delta Dental, AD=Access Dental, PA=Premier Access, 

HN=Health Net, HPSJ=Health Plan of San Joaquin 
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The number of projects funded for Geographic Access and Special Populations 
strategies from Fiscal Year 1998-1999 through Fiscal Year 2006-07 is shown in Chart E.  
 

CHART E 
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Please see the Project Listing located at the end of this document for a complete listing 
of all Geographic Access and Special Population projects approved by the MRMIB. 
 

RHDP PROJECTS AND OUTCOMES  

The following describes the eight major project categories as well as outcomes of the 
projects. 
 
Extended Provider Hours  
 
Description 
 
Funding for extended provider hours projects enables clinics and other providers to 
increase access to care by staying open longer hours to accommodate the lifestyles of 
the HFP population.  
 
Extended hours can occur by having clinics open during weekday evening hours or on 
Saturdays and Sundays or any combination of weekday or weekend hours. 
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Sustainability 
 

 Seventy-one (71) Extended Provider Hours projects have been funded since the 
inception of the RHDP 

 
 Forty-five (45) of these projects no longer receive RHDP funding.  

 
o Of these 45 projects, 31 projects or sixty-eight percent (68%) have continued 

their Extended Provider Hours after the RHDP contracts ended.  
 

◊ The two main sources of sustainability funding for the 31 projects that 
continue Extended Provider Hours projects are: (1) increased revenue 
generated through increase in patient base and reimbursement of 
service costs through public and private insurance; and (2) grant 
funding from other public and/or private sources.  

 
Chart F summarizes the extended provider hour project sustainability. 
 

CHART F 
 

 Extended Provider Hours Projects Sustainability 1998-2006

68.2%

30.8%

Continuing Hours
NOT Continuing Hours
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Benefits 
 
Extended provider hours projects have been successful in both expanding access to 
services and in transitioning to self-sufficiency.  
 

 Patient/Clinic 
 

 Clinics indicated that the ability to offer extended provider hours resulted in 
greater patient encounters ranging from a 21 percent to 29 percent (21%-29%) 
increase in patient visits.  

 
 Clinics noted a reduction in the patient “no-show” rate, especially where the 

clinic had designated the extra hours to accommodate walk-in patients.  
 

 Several clinics indicated that they had experienced a reduction in after-hours 
emergency room visits as a result of the extended hours allowing patients to be 
seen for non-emergency care at times other than normal business hours.  

 
Mobile Dental Vans  
 
Description 
 
Mobile dental vans take services to communities where no local providers are available 
and where location of a permanent provider site is not feasible.  Mobile dental vans 
have been provided under the RHDP by both dental and health plans. 
 
A typical mobile unit is a self contained two-dental procedure room or two 
examination-room unit. Equipment includes dental procedure stations, complete with 
dental chairs, lights, hand tools, evacuation systems, radiographic equipment and 
sterilization units. Exam rooms include examination tables and other necessary medical 
equipment. The mobile dental vans are capable of producing their own power using 
generators and they carry their own water supply and disposal system. This self-
containment gives the mobile units the capability of functioning independently.  

 
Coordinating and Delivering Mobile Services  
 
Successful operations begin with an initial request from a community organization or 
school in need of services to the dental or health plan. The request for services must 
identify the areas of the county with the greatest need, and describe how the 
community is willing to facilitate the logistics to provide the services. This process 
includes advanced planning, sending notices to parents, obtaining health histories, and 
insurance information.  

 
The mobile dental practices travel to various isolated rural communities and set-up for 
one week. They typically will park at an elementary school site and work closely with 
school nurses and district staff.  
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Each mobile van is capable of treating up to 100 children in one week if all the proper 
planning has taken place. The services provided are comprehensive.   The HFP 
subscriber may be referred to a local dentist or the mobile van will be scheduled for a 
return trip when follow up treatment is required. Usually mobile vans return every six 
months for follow-up services and new appointments.  
 
Sustainability  
 

 Thirty-three (33) mobile dental projects have been funded though Geographic 
Access and Special Populations strategies.  

 
 Currently, 29 projects or eighty-eight percent (88%) remain operational. 

 
Increased Dental Service Levels  
 
The unique combination of utilizing both mobile and stationary dental practices has 
allowed for a significant increase to access for HFP subscribers in rural areas of 
California. The MRMIB has continued to support these efforts by funding the operational 
costs to set up in rural locations as needed. 
 
Chart G shows the number of encounters that have been provided by both stationary 
and mobile dental practices between 1998 and June 2006.  

 
CHART G 

 

Dental Encounters By Plan 1998-2006
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Other Benefits 
 
Rural areas of the state have greatly benefited from a range of diverse services 
provided by the mobile vans. These benefits include:  
 

 Setting up and working at a school site increases awareness of the Healthy 
Families Program and encourages enrollment.  

 
 Children share the experience of visiting a dentist with their friends and receive 

“peer" support, which helps reduce fears often associated with “going to the 
dentist.”  
 

 Children are treated in a familiar environment and parents do not have to arrange 
for transportation.  

 
 Children do not miss school for a period longer than the duration of the 

appointment, which is arranged and approved at the school site. 
 
Additional Providers  
 
Description 
 
Projects that add to the number of available providers increase access to health and 
dental care through bringing a particular type of practitioner into a community.  A 
clinic seeking “additional providers” must be part of the health or dental plan‘s existing 
network serving HFP enrolled children and demonstrate a need for additional health or 
dental care providers.   
 
The MRMIB has received numerous requests from clinics in need of additional providers 
since the inception of the RHDP.  The requests have come from clinics that lacked 
alternative funding sources to finance the additional providers without RHDP assistance.  
 
Sustainability 
 

 One hundred fifty-two (152) Additional Provider projects have been funded 
through the Geographic Access and Special Populations strategies.  

 
 Twenty-four (24) of the 152 Additional Provider projects have been funded during 

the current budget year. Evaluation of these projects is forthcoming.  
 

 Of the 128 Additional Provider projects funded in previous fiscal years,  
89 or 69 percent (69%) projects retained the additional health care provider 
beyond the period funded by the MRMIB.  
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 Of the eighty-nine 89 projects that have continued beyond the RHDP funding 

period, one of two scenarios occurred: (1) the requesting organization 
provided in kind support to fully fund the positions, creating a true partnership 
of investment in the projects; or (2) full time employees were reduced to <1.0 
FTE. Alternative funding sources through private and public grants were the 
main methods used to sustain the positions.  

 
Benefits 
 

 Reduction in the waiting period for appointments.  
 

 Ability to accommodate additional patients. 
 

 Addition of new medical services not currently available at the site. 
 

 Increased access for special populations by funding bilingual/culturally proficient 
health care providers. 

 
Chart H shows the sustainability of the Additional Provider Projects between 1998 and 
2006 
 

CHART H 
 

Additional Provider Projects Sustainabilty (1998-2006)

69.4%

30.4%
Continue Beyond RHDP
Funding
Did NOT Continue Beyond
RHDP Funding

 
Challenges for Rural Counties  
 
It is important to recognize that recruitment and retention of health care providers for 
rural areas continues to be a challenge and finding and keeping these providers is an 
important factor in addressing health care access issues in rural communities. 
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Thirty-nine (39) projects were unable to sustain funding to continue their additional 
providers. The reasons for discontinuing the positions vary from clinic to clinic.  The three 
main reasons given include:  
 

 Inability to secure alternative funding sources to continue the project beyond the 
period established by the RHDP.  

 
 Additional providers left for jobs in other communities.  

 
 Patient encounters did not increase as expected.  

 
 Income generated by the Healthy Families Program patients was not sufficient to 

pay for the additional providers’ salaries.  
 
Rate Enhancements  
 
Description 
 
Projects that provide rate enhancement to existing providers in a community may help 
to increase access by expanding the HFP plans’ networks.  Provider sites are present in 
some areas, but the provider is reluctant to participate in the HFP at the plan’s usual 
rate of reimbursement.   The MRMIB has provided assistance to the plans in the form of 
rate enhancements that are passed on to the doctor or dentist as an incentive to join 
the plan’s network.  
 
Three (3) rate enhancement projects were selected for participation in the RHDP 
between 1998 and June 30, 2005.   No additional rate enhancement projects have 
been funded because HFP plan/provider network data has indicated provider 
increases in the areas serviced by the rate enhancement projects.   Member 
complaint/appeal data has also correlated no concerns regarding insufficient 
providers for HFP members in the areas serviced by the rate enhancement projects. 
 
Sustainability 
 
No information is available on sustainability of rate enhancement projects. 
 
Benefits 
 
The rate enhancement paid on behalf of the HFP subscribers can make HFP more 
competitive in the market place when a doctor or dentist is not willing to join the plan’s 
network 
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Telemedicine 
 
Description 
 
The telemedicine project, which began in 1999, increases access by linking rural 
providers with specialists using technology. Blue Cross of California was awarded RHDP 
funding to develop a comprehensive telemedicine network to increase access to 
specialty care in rural isolated areas of California.  The RHDP supports the telemedicine 
network through equipment installations, training, software, technical support and 
reimbursement beyond the existing federal and state reimbursement levels.  
 
Telemedicine uses computer technology to connect a patient and their primary care 
provider to a specialist in a different location for diagnosis, suggested treatment and a 
second opinion. All telemedicine locations have been equipped with video 
conferencing capabilities, general exam cameras, ENT scope and other peripheral 
medical equipment. 

 
Two types of teleconsultation methods are used in the network:  
 

 Live video teleconsult (simultaneous) connects the patient, the primary care 
provider, and the specialists at the same time to discuss the patient’s medical 
condition. This approach accounts for more than 90 percent of the current 
telemedicine events.  

 
 Store and Forward teleconsult (asynchronous) uses software to store and encrypt 

the pertinent medical data (e.g., picture, ECG, x-ray, etc.). The secured data is then 
transmitted electronically to the specialist for review and consult. Full 
implementation of the selected Store and Forward software is currently underway.  

 
The RHDP telemedicine network uses an open “spider-web” approach. Based on this 
concept, any primary care location within the network is able to connect to any other 
primary care site or any specialty site.  Blue Cross providers or any licensed provider with 
the technical capabilities may refer to or join the network. Numerous specialty locations 
can be partnered with to expand the potential services to the patient. The network can 
also address professional development needs.  
 
All new telemedicine locations are equipped with a computer system, video 
conferencing equipment and software, a general exam camera, ENT scope, and other 
medical peripherals.  
 
Scheduling is supported with the use of a customized, web-based scheduling system. 
 
Reimbursement to both the primary care provider and the specialist for live and store-
and-forward consultations encourages provider participation in the program. 
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Sustainability 
 

 Fifteen telemedicine projects have been funded with RHDP funds since 1998.  
 

 Nine of the twelve or seventy-five percent (75%) of the original projects 
remained operational beyond RHDP funding.  
 

 Currently, there are three (3) projects in this category that are receiving RHDP 
funding. 

 
 The Blue Cross of California Telemedicine Network presently supports 28 counties 

through out California through 59 Presentation Sites and 6 specialty locations (see 
telemedicine map at the end of this section).  

 
Benefits  
 
Telemedicine projects provide many benefits, including: 
 

 Improved access specialty care, and improved quality of care through more 
timely diagnosis and treatment, and the involvement of the patient’s primary care 
provider throughout the process.  

 
 Less subscriber travel to specialty centers and greater collaboration between 

physicians. 
  

 Enhanced potential for recruitment of health care professionals in rural areas 
reduced professional isolation, increased service enhancements, patient 
attraction and retention.  

 
 Expanded and increased sharing of educational resources among network sites.  
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Patient Encounters 
 
Chart I shows the entire network’s patient encounters between 1999 and 2006.  The 
patient encounters include HFP subscriber encounters. 
 
 
 

 
CHART I 
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Source: Blue Cross of California   
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Utilization by Specialty  
 
The top 6 specialties throughout the entire network have consistently been—psychiatry, 
dermatology, endocrinology, optometry, pediatric neurology, and nutrition services.  
Chart J shows the entire network’s specialty encounters between 1999-2006.  The 
specialty encounters include HFP subscriber encounters.  

 
 
 
 
 
 

CHART J 
 
 

Telemedicine Encounters by Specialty 1999-2006
(Entire Network)

5%
2%2%2%2%2%2%

5%5%
8%

31%
34%

0%
5%

10%

15%
20%

25%
30%
35%

40%

Psyc
hiat

ry

Derm
ato

log
y

End
oc

rin
olo

gy

Optom
etr

y

Neu
rolog

y P
ed

s

Nutr
itio

n Se
rvi

ces

Hep
ato

log
y

Neu
rolog

y

Beh
av

ior
al 

Coun
sel

ing

Ped
iat

ric
s

ENT
Other

 
Source: Blue Cross of California   
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Services Regardless of Payment Source 
 
Blue Cross developed the original RHDP funded telemedicine project for HFP 
subscribers.  Overtime, Blue Cross has begun serving all patients whose needs may fit a 
telemedicine application, regardless of payment source.   Payment for the 
telemedicine patient encounters are received from a number of sources, including 
payments made by HFP and Medi-Cal for their members. Sixty seven percent (67%) of 
the patients served between 1999 and 2006 were members of either the HFP or Medi-
Cal.   Chart K shows payment sources between 1999 and 2006. 

 
CHART K 

O
th

er
 M

ed
i-C

al

Bl
ue

 C
ro

ss
 M

C

O
th

er
 P

riv
at

e I
ns

ur
an

ce

M
ed

ica
re

Bl
ue

 C
ro

ss
 H

F

Pt
 S

elf
-P

ay

O
th

er
0%
5%

10%
15%
20%
25%
30%
35%
40%
45%

E
nc

ou
nt

er
s

Telemedicine Encounters by Pay Source 1999-2006
(Entire Network)

 
Source: Blue Cross of California 

23

 



 

Disposition of Network Encounters  
 
The Follow-Up Telemedicine Consultation category accounts for fifty-one percent (51%) 
of telemedicine encounters. This is the direct result of a patient visiting their primary 
health care provider, who determines the patient requires further studies to determine 
diagnosis. Consequently, the patient is scheduled for a follow-up visit with their primary 
health care provider to initiate the telemedicine consult.  Chart L shows the disposition 
of the entire network’s encounters between 1999 and 2006.  The disposition of 
encounters includes HFP subscriber encounters.  
 
 
 

CHART L 
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Source: Blue Cross of California 
 
 

The following page presents a map showing the current telemedicine sites. 
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Mental Health and Substance Abuse Prevention 
 
Description 
 
 The Mental Health and Substance Abuse Prevention projects expand access to 
comprehensive pediatric behavioral health services, and provide expanded and 
intensive substance abuse treatment to HFP youth. Services are integrated in a primary 
health care setting for populations that are underserved, and primarily low-income HFP 
children and HFP eligible children.  Mental health and substance abuse services were 
provided by the RHDP telemedicine projects beginning in 1999.   The first “stand alone” 
mental health project was funded in 2002. 
 
Sustainability 
 
The most current projects are still receiving RHDP funding and there is no data available 
to determine sustainability. 
 
Benefits 
 
There are currently seven mental health and substance abuse prevention projects that  
have provided approximately 1,550 encounters between July 1, 2005 and December 
31, 2006. 
 

Current RHDP Mental Health and Substance Abuse Prevention Projects 
Provider Name  County served Project Description 
Alliance Medical Center 
 

Sonoma 
 

Bilingual primary preventive care and bilingual 
mental health for children of migrant farm workers 

Darin M. Camarena Health 
Centers   

Madera Expanded access to comprehensive pediatric 
behavioral health services that are integrated in a 
primary health care setting 

Family Healthcare Network   Tulare Obesity prevention, behavioral and mental health 
services for migrant and seasonal farm worker 
youth 

Hill Country Community 
Clinic   

Shasta Child and Adolescent mental health  treatment 
expansion  

McCloud Healthcare Clinic Siskiyou Additional mental health services 
 

Mendocino County   Mendocino Substance abuse screening and treatment 
North Coast Clinics Ntwk   Trinity, Humboldt   Funding for mental health and primary care 

providers 
 
The projects have been able to add full and part-time Licensed Clinical Social Workers, 
Psychologists, and certified Substance Abuse Counselors and Therapists to their 
treatment teams with RHDP funding.   The treatment team members work to provide 
counseling to children, adolescents and families. 
 
Further detail regarding each of the above projects is contained in Attachment A. 
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Chart M shows the number of mental health encounters between 1998-2006 
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Source: Blue Cross of California telemedicine network for services in 1999-2002;   
MRMIB Quarterly Report Data for services 2002-present. 

 
 
Description 
 
The Nutrition Counseling and Obesity Prevention projects provide community-based 
preventative care and health promotion programs that include outreach, nutrition 
counseling for youth, and education and screenings in the areas of childhood obesity 
and diabetes.  In 2002, the RHDP funded nutrition counseling and obesity prevention 
projects.     
 

 Some projects deliver services through a multidisciplinary team consisting of a health 
educator, nutritionist and/or nurse educator working around the directing nucleus of 
a licensed medical provider.  The team collaborates to provide intensive education, 
monitoring and other services to bring about lasting improvements in health and 
weight management.  

 
 Other projects utilize a collaborative partnership approach to deliver services. 

Programs typically include a variety of school, community and clinic-based 
educational opportunities, and health screening services and tools.  
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Sustainabilty 
 
The RHDP funded twelve nutrition counseling and obesity prevention projects between 
1998-2005.    
 

 Ten of the twelve projects or eighty-three (83%) of the projects have been able to 
continue past the RHDP funding.  The operating hours for these projects are on a fifty 
percent basis or higher.   

 
 There are currently 9 projects that provide obesity prevention through nutrition 

education and physical activity.   There is limited data on the sustainability of these 
projects. 

 
Benefits 
 
The benefits of the nutrition counseling and obesity prevention projects are: 
 

 Increase physical activity and better dietary behaviors 
 

 Decrease levels of obesity or reduce the rate of growth of obesity 
 

 Educate the children and caregivers on nutrition and obesity prevention 
 

 Improve the lives of children and the general well-being of their families 
 
Asthma Intervention 
 
Description 
 
One Asthma Intervention Project began on July 1, 2005.  The objective of project is to 
complement medical visits with individualized patient and parent asthma prevention 
education. The program allows for patients and their families to actively participate in 
the management of their chronic disease (asthma) through lifestyle changes. Patients 
in the program are typically referred by pediatricians through chart review and referrals 
of patient visits.   
 
Sustainability 
 
The project is still receiving RHDP funding and there is no data available to determine 
sustainability. 
 
Benefits 
 
Patients Receive: 
 

 Allergy-free mattress covers and pillowcovers, to reduce the asthma triggers in the 
bedroom at home (where children spend most of their time at home). 

 
 Pre and post tests, at the beginning and end of each session, in order to assess 
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knowledge learned about asthma and asthma triggers (this is an effective method 
of evaluating the patient's and parent's knowledge, and provides a springboard for 
discussion, tests are offered in English and Spanish).  

 
 Individual counseling provided to asthmatic children and their by a certified 

respiratory therapist, including: 
 

 Education on environmental triggers, 
 Symptoms of asthma, management of asthma episodes, and  
 Development of an Individual Asthma Action Plan.  

 
During the counseling session, lung capacity is evaluated using a spirometer and 
education on proper use of inhalers and spacers is provided. 

 

S O L I C I T A T I O N  A N D  E V A L U A T I O N  O F  P R O P O S E D  R H D P  
P R O J E C T S  

The RHDP is comprised of individual projects administered by health, dental, or vision 
plans. Plans administer these projects consistent with the contractual arrangements 
between plans and the MRMIB.  
 
PROJECT SOLICITATION  
 
The RHDP solicitation process consists of the following: 
 
1. Receipt of funding for the projects through the annual budget process. 
 
2. Development of the solicitation package by MRMIB staff.  The solicitation package 

traditionally contains the following information: 
 

 Purpose and goals of the RHDP 
 Amount of available funding.  A RHDP solicitation will typically identify that 

funding is available for two fiscal years.    
 The solicitation process and timelines for the solicitation 
 Contents of the project proposal that must be included for submission to the 

MRMIB, such as: 
 Description of the plan’s projects 
 Cost of the projects 
 Draft amendment to plan’s HFP contract 

 
MRMIB requests plans to submit creative and innovative proposals under either the 
Geographic Access or Special Populations strategies, or both.  The most current 
solicitation for 2005-2007 included the following examples of projects for plan 
consideration: 
 

 Increased hours of clinic operations (evenings and weekends) 
 

 Increased number of providers available to subscribers at remote facilities 
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(family practitioners, pediatricians, nurses, dentists, pedodontists, dental 
hygienists, dental assistants, ophthalmologists, optometrists) 

 
 Mental health and/or substance abuse services 

 
 Health education in the areas of diabetes and obesity, including nutrition 

counseling programs 
 

 Community-based preventive care and health promotion programs 
 

 Mobile health vans 
 

 Mobile dental vans covering rural areas in multiple counties 
 

 Transportation services  
 

 Telemedicine 
 

 Use of “Promotores de Salud” (promoters of health) to provide public health 
education in areas such as high blood pressure control, prevention and 
reduction of cancer, asthma, childhood lead poisoning and other public health 
issues prevalent in the state.    

 
3. Review and approval of the solicitation package by the Board at a public meeting 

of the MRMIB. 
 

 Plans, providers and other stakeholders will comment on the solicitation package 
at the public meetings of the MRMIB before the solicitation is released to the 
plans. 

 
4. Release of the solicitation package and posting of the solicitation package on 

MRMIB’s website. 
 
5. Submission of plan proposals. 
 

 Each clinic or other health care provider who wants to participate in the RHDP 
and who is willing to partner with the HFP participating plans must submit 
proposals to MRMIB through the participating plans. 

 
6. Evaluation of the proposals 
 

 Each project submitted by the plans is evaluated by the MRMIB on its individual 
merits. Project selection is based on a competitive negotiation process and other 
criteria established in the solicitation package developed by the MRMIB.  A 
project proposal must demonstrate the following to be eligible for Geographic 
Access funding:  

 
 An area’s need for additional services as identified by the unique access 

barriers;  
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 The potential number of eligible children, and the current HFP network 

(including traditional and safety net providers as defined by the MRMIB) 
available to subscribers in the area;  

 
 A proposed project’s potential for increasing the plan’s provider network. The 

projects ability to bring new providers to the health plan’s network receives 
special consideration;  

 
 Cost-effectiveness of a proposal, including administrative overhead costs.  

 
 A project proposal must demonstrate the following to be eligible for Special 

Population funding:  
 

 Methodology for addressing the unique access needs of one or more 
identified special populations and the extent to which the proposal is 
designed to reduce health disparities among children in the target special 
populations;  

 
 The plan’s proposed network of providers, including other facilities available 

to special populations and/or additions to the plan’s network;  
 

 The inclusion of providers that have experience serving the specific target 
populations;  

 
 Cost-effectiveness of a proposal, including administrative overhead costs. 

 
7. Review and approval by the Board of the MRMIB staff recommendation of projects 

for funding.  The review and approval occurs at a public meeting of the MRMIB. 
 

P R O J E C T  O V E R S I G H T  P A R T N E R S H I P  O F  P R O V I D E R S ,  P L A N S ,  
A N D  T H E  M R M I B   

PLAN RESPONSIBILITY 
 
The health, dental, or vision plan is primarily responsible for the individual project’s 
oversight after a project is selected.  Plan oversight responsibilities include:  
 

 Developing and executing a project agreement between the health, dental or 
vision plan and the project provider(s); 

 
 Implementing fiscal accountability for the specific project. This component includes 

justification and documentation for all expenditures associated with the RHDP; 
  

 Submission of quarterly activity reports to the MRMIB;  
 

 Reimbursement of providers for expenditures incurred in the RHDP; and  
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 Conducting joint monitoring visits at project sites with the MRMIB staff.  
 
PROJECT PROVIDER RESPONSIBILITY 
 
The project providers deliver the services to the HFP subscribers being served by the 
RHDP project.  Some of the responsibilities of the providers participating in the RHDP 
include:  
 

 Delivery of the services being funded through the RHDP; 
 

 Analysis of HFP subscriber needs in their areas; 
 

 Development and planning the design of  the proposals;  
 

 Implementation of the projects; 
 

 Working with the plans to obtain funding for their projects;  
 

 Issuing periodic reports on project progress, expenditures and outcomes 
 
MRMIB RESPONSIBILITY 
 
MRMIB has administrative oversight responsibilities for the RHDP which include:  
 

 Invoice processing; 
 

 Monitoring project expenditures;  
 

 Preparing monitoring reports, and communicating issues or concerns to plans; 
 

 Compiling project data from quarterly activity reports;  
 

 Providing consultation to health and dental plan RHDP managers regarding project 
changes; and  
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 Conducting joint monitoring visits at project sites with plan staff to ensure that 
projects are implemented as proposed. 

 



 

 

 

 

 

 

 

 

 

 

 

 

A T T A C H M E N T  A              

R H D P  P R O J E C T S  1 9 9 8  T O  P R E S E N T  
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